present that increased to 40 PD on up gaze. A significant V-pattern exodeviation of 40 PD exotropia on up gaze was present. The remaining ocular examination was entirely normal. A computed tomography (CT) scan of the orbits was performed before surgery, but all extraocular muscles appeared normal. Surgical correction with bilateral inferior oblique muscle myectomy, resection of the medial rectus muscle, and recession of the lateral rectus muscle of the left eye was planned.
Bilateral inferior oblique muscle myectomy was performed. The left medial rectus muscle showed thin fi brous tissue and was biopsied ( Figure 1A) . Medial rectus muscle exploration of the right eye was performed and showed marked fi brotic tissue (Figure 1B) . A biopsy of the right medial rectus muscle was also performed. After the biopsies, bilateral lateral rectus muscle recession was performed. The lateral rectus muscles were visible and appeared to be normal. The biopsy results of both medial rectus muscles showed fi brous tissues with scattered vasculatures and an absence of muscle fi ber (Figures 1C  and 1D) . After surgery, the patient was orthophoric in primary gaze with glasses, and the V-pattern was greatly diminished. She continued to do well for 3 years after the surgery.
Orbital CT or magnetic resonance imaging can Letters to the Editors aid in the diagnosis of congenitally absent extraocular muscles before surgery and can allow for effective surgical planning to correct the congenital abnormality. However, in our patient, although all of the extraocular muscles appeared normal throughout the coronal orbital CT scans, bilateral medial rectus muscle aplasia was found intraoperatively. The unusual fi ndings in the presented case suggest that developmental abnormalities of the extraocular muscles should be considered in the differential diagnosis for constant exotropia.
